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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
AVANTARA ARLINGTON 120 CARE CENTER ROAD
ARLINGTON, SD 57212
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F 000 INITIAL COMMENTS F 000
A complaint survey for compliance with 42 CFR
Pari 483, Subpart B, requirements for Long Term
Care facilities was conducted on 7/13/22. Areas
reviewed included falls, response to seizures, and
appropriate reporting of resident events. Avantara
Ardington was found in compliance.
{X6) DATE

| ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER, REPRESENTATIVE'S SIGNATURE TITLE
John Paulson W—— : Administrator 7120122

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (Sea instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provid_ad. For nursing homes, the above findings and plans of correction are disclosable 14
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